Three patients (6%) each had five separate segments of stenosis with a vasospastic potential.
SUMMARY All segments of clinically significant stenosis in the coronary arteries of 54 men with stable angina were categorised according to the position of the plaques (eccentric or concentric) and the presence or absence of a pool of extracellular lipid. In the group as a whole, stenosis of > 50% by diameter was caused by concentric fibrous plaques in 48% of lesions, by concentric lipid plaques in 28%, by eccentric fibrous plaques in 12%, and by eccentric lipid plaques in 12%. In addition, 43 of the 54 patients had one or more stenoses with multiple channels (recanalisation). Eccentric plaques with an arc of normal vessel wall occupying more than 16% of the circumference of the residual lumen were considered to have a vasospastic potential and made up 15% of all lesions with stenosis of > 50% by diameter. Forty four per cent of plaques causing stenosis between 30% and 50% by diameter were eccentric and retained a considerable arc of normal media. These lesions were often in series with segments of higher grade stenosis that did not have an arc of normal media. The overall frequency of plaque types gave no indication of the proportions of different plaque types within an individual. In 15% of patients all the plaques causing > 50% diameter stenosis were fibrous and in 13% of patients all the plaques were of the lipid type. Most patients had mixtures of all plaque types in varying proportions. Plaques with a large pool of lipid were not found in 33% of patients whereas they formed > 90% of the plaques in 9% of patients. No segments of stenosis > 50% by diameter with a vasospastic potential were found in 44% of the patients but one or more such plaques was present in the remaining 56%.
Three patients (6%) each had five separate segments of stenosis with a vasospastic potential.
The results indicate that even in a population of men with stable angina in whom diabetes is excluded the distribution of types of atheromatous lesions is very heterogenous.
In vivo coronary angiograms demonstrate that pharmacological intervention can lead to significant changes in the diameter of the residual lumen in some stenotic coronary arteries.' The variation of lumen diameter showed by such coronary angiograms and referred to as "dynamic stenosis" has been reviewed2 and is thought to occur in the presence of plaques that are eccentric and thus retain an arc of arterial wall containing medial muscle capable of contraction. While stenotic segments with such a Four hundred and forty eight arterial segments had stenosis of > 75% by cross sectional area. In the 38 cases with healed regional infarction the mean number of stenotic segments (95 (6-9) per case) was higher than the mean number in cases without infarction (5-6 (3 3) per case) (t' = 2-804, p < 0 05).
When all 54 cases were considered 270 (60 3%) of the 448 plaques were fibrous and 178 were lipid (39 7%) with a large lipid pool occupying more than 10% of the intima in most (27.9% of the total). One hundred and six (24%) of the 448 plaques were eccentric and 342 (76%) were concentric. Table 1 shows the overall incidence of the four types of lesion representing combinations of these variables. Those with old infarction had significantly more fibrous plaques than those without (table 2) (X2 = 20-62, p < 0.005).
There was considerable variability in the distribution of the different morphological types of stenosis between individuals. Eight (15%) of patients had only fibrous plaques while seven (13%) patients had Hangartner, Charleston, Davies, Thomas The presence or absence of plaques with a lipid pool may be relevant to individual prognosis. Plaques of this type have the greatest propensity to develop overlying thrombosis'7 and thus acute infarction. Some patients with stable angina are at low risk because they do not have such plaques.
